deficient growth in one ulna and not in the opposite ulna. The family history in the first case is interesting. The other boy shows exostoses of practically all his bones, ribs, clavicle and scapula, as well as long bones.
Dr. F. PARKES WEBER said that the special interest of the Roentgen skiagrams of the forearms in the case demonstrated by Mr. Crook was that the hypoplasia of the distal end of the ulna was confined to one side only. In spite of the writings of Sir Arthur Keith and others, it was still not generally known that multiple exostoses were often associated with aplasia, usually bilateral, or hypoplasia of the distal end of the ulna (cf., F. Parkes Weber, in discussion, Proc. Roy. Soc. Med., "Children " Section, 1926 -1927 INFANT, aged 6 weeks. After a normal birth, the baby was noticed to have a sharp projection on the spines of the lower cervical vertebrae. There was a wellmarked dimple in the skin, immediately overlTing the tip of the prominence. All neck movements were normal and there were no signs of pressure on the cord.
Radiograms showed a hook-like process of bone in relation to the spinous processes of the fifth, sixth and seventh cervical vertebra.
Removal of the bony process would be called for later on.
Congenital Coccydinia or Megalococcyx. By T. TWISTINGTON HIGGINS, O.B.E., F.R.C.S. THE patient was a girl, aged 5 years, who had never been able to sit down with comfort. Latterly the mother had noticed the skin red and sore. On examination, there were obvious signs of pressure and irritation in the skin overlying the tip of the coccyx. There was a well-marked post-anal dimple and the coccyx itself was quite remarkably prominent. The radiograms showed the upper two segments of the bone ossifying, but the exact extent of the cartilaginous portion was only dimly shown in the negative.
Mr. Higgins considered this to be a case of considerable interest from the clinical and embryological point of view. The coccyx occasionally possessed five segments instead of the usual four, but he had never seen or heard of a case with such wellmarked clinical discomfort as this. It was possible, as had been suggested to him by the President, that some developmental error in connexion with the closure of the neurenteric canal might offer an explanation. The treatment required was clear, at any rate, namely, a partial extirpation of the coccyx. October 31, 1927 : Wound now healed perfectly.
Discu8sion.-Dr. E. A. COCKAYNE said that in his experience a tuberculous empyema which had been opened never healed. Was Dr. Feldman sure that the pus was inside the pleura, and that it did not arise from the diseased rib discovered later? Dr. A. A. MONCRIEFF said the most striking thing about this case is that the child looks so well. This makes it almost certain that there could not have been any tuberculous infection iniide the femoral cavity. The finding of a sequestrum on the occasion of the second opera-tion would suggest tuberculous rib trouble of some standing, and hence the first " empyema " may possibly have been a tuberculous abscess tracking round the chest wall in an unusual way. I should like to know if the pleura was incised at operation (the first), and if the empyema was localized as being interlobar at operation.
Dr. FELDMAN (in reply) said that the rib had been resected and found to be normal. The skiagram showed interlobar empyema; there was no sign of disease of bone at the time; only when the patient returned was there seen to be disease of the tenth rib. In reply to Dr. Monerieff, what he meant was interlobar empyema. With regard to the situation of the pus, he was not present at the operation. He adhered to his diagnosis, as no other explanation seemed possible.
Supraclavicular Lesion of Whole Brachial Plexus.
By REYNOLD H. BOYD, M.B., Ch.B.
A. H., AGED 5 years, female.
History.-Admitted to hospital as result of a street accident in which she was knocked down and run over by a car. Complained of pain in neck and left arm and had abrasions on both sides of face, on both arms and both knees. Hmmatoma of scalp left side above and ' in. anterior to left external auditory meatus. The left arm was found to be limp and no movements could be performed by patient at shoulder, elbow, wrist or finger joints. Flaccid paralysis of left arm with loss of sensation to all stimuli. No sign of injury to upper motor neurone or of intra-cerebral lesion. Sensation present on inner aspect of arm in the distribution of the intercostal-humeral nerve supply. Both pupils react to light and accommodation, but the left is much smaller than the right.
Treatment.-Arm placed on a Fairbank's splint: massage daily.
